JOANNE REIFFE-FISHBANE, DMD
231 Clarksville Road, Suite 4D

West Windsor, NJ 08550

609-275-5400

NOTICE OF PRIVACY PRACTICES AUTHORIZATION
I understand that, under the Health Insurance Portability & Accountability Act (HIPAA), I have certain rights to privacy regarding my protected health information.

Leaving Messages on Voice Mail, answering Machines or With Family Members

So that we can get important information to our patients in a timely manner, we often leave messages on voice mail, answering machine or with family members.

Please provide the telephone numbers where we may contact you:

_____________________     _______________________     _______________________


(Home)


(Work)



(Mobile)

Email:_________________________________________

Detailed Voice Mail and Answering Machine Messages

In some cases, we may need to leave voice mail or answering machine messages with detailed information about your condition or treatment (such as the results of tests or the scheduling procedures).  You should be aware that other individuals who have access to your voice mail or answering machine may hear these messages.  At home, this may mean that members of your family may hear these messages.  At work, it may mean that your employer may hear these messages.
Please tell us at which numbers we may leave detailed voice messages:


_____Home
_____Work
_____Mobile

_____None, do not leave detailed messages on my voice mail or answering machine.

Messages with Family Members or Others Who Answer Your Home Phone

Please tell us if we may leave detailed messages with individuals who answer your home telephone, please indicate below:

_____Yes, you may leave detailed messages with anyone who answers my home telephone_____________
_____No, please DO NOT leave detailed messages with anyone who answers my home telephone.

We can disclose to _____Spouse _____Children _____Other or any individual identified by you, protected health information directly related to such person’s involvement in your care or the payment of your care.  We can allow such person’s to act on your behalf to pick-up, x-rays or forms of protected health information.
I acknowledge that I have received your Notice of Privacy Practices containing a more complete description of the uses and disclosures of my health information.
________________________________   ______________________________  ______________


Patient’s Name



Patient’s Signature
               Today’s Date
